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ABSTRACT
OBJECTIVE: To analyze how physicians, as part of a sociocultural group, handle the different 
types of death, in a metropolitan emergency service. 
METHODS: This is an ethnography carried out in one of the largest emergency services in Latin 
America. We have collected the data for nine months with participant observation and interviews 
with 43 physicians of different specialties – 25 men and 18 women, aged between 28 and 69 years. 
RESULTS: The analysis, guided by the model of Signs, Meanings, and Actions, shows a vast mosaic 
of situations and issues that permeate the medical care in an emergency unit. The results indicate 
that physicians may consider one death more difficult than another, depending on the criteria: 
age, identification or not with the patient, circumstances of the death, and medical questioning 
as to their responsibility in the death process. 
CONCLUSIONS: For physicians, no death is easy. Each death can be more or less difficult, 
depending on different criteria that permeate the medical care in an emergency unit, and it 
reveals different social, ethical, and moral issues. 
DESCRIPTORS: Physicians, psychology. Attitude to Death, ethnology. Emergency Medicine. 
Anthropology, Medical. Qualitative Research. 
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INTRODUCTION
Death has been delayed by the advances in biotechnological resources, the introduction of 
specific spaces for intensive care1, and, more recently, the implementation of the Brazilian Mobile 
Emergency Care Service (SAMU) – which is essential for the survival of victims of accidents and 
violence2,3. In the emergency care, the space to fight for life, it is up to the physician to avoid or 
postpone death1,3. However, depending on the severity of the lesions, neither the agility and the 
efficiency of the urgent and emergency care nor the entire biomedical apparatus are enough to 
prevent this outcome2. Urgency is understood as an acute situation with no imminent risk of 
failure of vital functions, while emergency refers to the medical finding of health conditions that 
entail imminent risk of failure of vital functions and which require immediate medical treatment4.
International research studies explore the concept of “saving lives”5, the rational use of 
therapeutic interventions6, and the values of life and health that mediate medical decisions7. 
In Brazil, studies address the medical criteria for patient prioritization in the emergency 
care8, deaths in intensive care units (ICU)1, the impact of violence on emergency care9, and 
the relationships among the professional categories in SAMU10. 
However, we identified no studies in the literature consulted that include the perception of 
the physician in relation to death in the context of urgency and emergency. In view of these 
gaps, the objective of this study was to analyze how physicians, as part of a sociocultural 
group, handle the different types of death, in a metropolitan emergency service.
METHODS
This qualitative research is based on a hermeneutical anthropological approach11, which 
emphasizes the meaning that social groups attribute to certain phenomena, considering the 
sociocultural context. This is an analysis of human relations based on a process of meaning 
together with the individual and collective perspectives12, based on the assumptions of 
medical anthropology. This context introduces a comprehensive analysis directed to the 
dynamics of illness, considers the interference of culture in the health and illness process, 
and proposes critics to the biomedical model of health13. All elements that involve the health-
disease process result from meanings and interpretations linked to social, psychological, 
and biological processes and they contribute to the understanding of the different factors 
that influence the formation of “medical realities”. 
Study Area and Population
This study is part of an ethnographic study11 that began in 2012, in one of the largest public 
emergency care services for polytrauma and burn victims in Latin America. We chose an 
urgent and emergency service because the physicians there handle a very diverse public 
whose deaths come from varied circumstances. 
Located in the center of the city of Belo Horizonte, Brazil, and a reference for the entire 
state of Minas Gerais, the research area has 440 beds, of which 130 are for intensive care, 
of which 24 are dedicated for the care of severely disabled persons (Field Notes, 2013). With 
approximately 600 physicians and 50 residents, the study population consisted of physicians 
on duty in specific sectors for patients at risk of death or permanent disabilities.
Data Collection and Analysis
This study was based on empirical observations and guided interviews with a semi-structured 
guide about the medical care in face of the limits of life and death in the hospital context. 
We collected the data for nine months with participant observation and voluntary interviews 
– during day and night shifts – with 43 physicians from different specialties – 25 men and 
18 women, aged between 28 and 69 years. The selection used the snowball sampling14 and 
the final sample was regulated by the saturation criterion15. There were no refusals.
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Data analysis was inductive and guided by the “Signs, Meanings, and Actions” model12 in 
order to know how these professionals think and act in relation to the different types of 
death present in their work in the emergency room. We started from the pragmatic horizon 
of individuals in order to identify and understand the conceptual logics aggregated to their 
actions, as well as the different factors that influence them12.
To ensure the anonymity of the interviewees, they were identified, respectively, by order of 
interview, medical specialty, gender (F for female, M for male), and age. 
Ethical Aspects
This study is part of the larger project named “VIDAS EM RISCO: uma abordagem antropológica 
sobre as representações da morte entre médicos que trabalham em setores de urgência,” 
approved by the Ethics Committees of the Universidade Federal de Minas Gerais (CAAE 
03751612.0.0000.5149) and Fundação Hospitalar de Minas Gerais (Record CEP/ADC/
FHEMIG 022/2012 – SIPRO 29128/2012-7). It is in accordance with Resolution 466/2012 of 
the National Health Council.
RESULTS AND DISCUSSION
In the public health area, a multitude of identical medical and physical conditions can 
generate different care demands. Emergency rooms and corridors are often places 
where tension and haste prevail in favor of the lives of a very diverse audience, including 
astonished professionals, family members, police officers, patients of all ages, among 
others (Field Notes, 2013). 
The analysis of the ethnographic data allowed us to identify different emic criteria that guide 
the “most difficult” deaths for the physician in the researched context, namely: a) the criterion 
of age, b) identification or not with the patient, c) the circumstances of the death, and d) the 
medical questioning as to their responsibility in the death process, as summarized in Figure 1.
In the perception of this physician, the death of a child impacts the entire shift:
“We have no conditions, the whole room, that whole shift feels down when a child dies, it is very 
sad because it is not natural for a child to die (...)” (E22, medical clinic, M, 33 years)
At such times, there was a “chain commotion” throughout the hospital in the case of infant 
deaths – we often heard from the physicians: “I can’t do it”, “I can’t stand it”, “I have no 
structure for it” (Field Notes, 2013). Such reactions intensify the sense of defeat and failure 
that physicians experience in situations of infant death1. We can note that the difficulty of 
the physician is inversely proportional to the age of death of the patient, as in this statement:
“In the chronology of life, we are accustomed to bury the old and not the young.” (E38, pediatrics, 
F, 57 years)
In this perspective, the younger the patient, the higher is the chance of a favorable cure 
prognosis, the greater the potential for recovery, and the greater the investment in biomedical 
resources. On the other hand, death is more difficult. This perception differs from that 
observed by Ariès16 who has researched the place of the child and death in traditional and 
industrial societies, as shown in Figure 2. 
In traditional society, child socialization, including the transmission of values and knowledge, 
was not guaranteed by the family, which weakened the bonds and reduced the social value 
of the life and death of the child1,16. As for infant death, it was a recurrent and premature 
event, from the lack of sanitation infrastructure, which happened at home, without any 
social repercussions. On the other hand, in the industrial and postmodern societies, the 
improvement of living conditions and the biotechnological progress of Medicine modified 
this situation and the death of children started to cause commotion and suffering16. 
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The criterion of age affects medical actions, that is, the orientation of the care also follows 
the logic of the course of life. Physicians of different specialties reflect on what affects the 
choice of one patient over another, should a vacancy arise in the ICU:
“If you have, for example, an 80-year-old patient with a very serious trauma, and I know that his 
chance to die is enormous, and I have a young man with the same trauma, and the chance to 
recover is a lot higher, if I have to decide, I’ll opt for the young man. (...) Sometimes we are forced 
to make this type of decision.” (E10, general surgery, M, 39 years)
“When sending to the ICU, we seek the patient with greater possibility of recovery. There is this 
thinking that the CTI bed is very noble, very important, so the person who deserves this bed is the 
one that has a better condition to have a faster recovery, who has a perspective after discharge of 
returning to be a productive, fit person, and who can live his life normally. This is a pattern that 
is perhaps used all over the world.” (E21, medical clinic, M, 34 years)
Therefore, the expectation of physicians is translated into a full functional recovery (of all 
functions of the body) and social recovery (reestablishment of bonds – “family interaction”, 
“able to work, support the family, study”) of the individual. For the physician, the sign “noble 
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Functional criterion: The value of life increases according to the perspective of productivity 
Death of a young person, child, persons who did not have the opportunity, received no option, their 
chance to live was taken. (E31, medical clinic, M, 58 years)
When the patient is old, there isn’t much of a difference, but at least it seems that we do not feel as much as 
if they were young. (E35, medical clinic, M, 69 years)
The value of life and 
death varies according 
to the age of the patient
I’ve been to the funeral of patients, and it took me almost a month to recover, I’m never going again (...) 
because it’s like I’ve lost a nephew, then you come back and the hard work continues. You experience 
another mourning and start all over again and I can’t lose a nephew every week, or else I’ll go crazy. (E36, 
pediatrics, M, 46 years)
When you identify with the person who is dying, when they have your age, your social class, the age of 
your nephew. When you look and think: it could have been me, my nephew, my mom. That kind of thing 
always affects me. (E7, anesthesiology, F, 35 years)
Identification of the 
physician with the 
patient
(...) they are pregnant women, because it is a double responsibility to take care of a woman who is going to 
be a mother and take care of a child who is not even born. (E10, general surgery, M, 39 years)
Sometimes in addition to the death, we still have a liability of confusion, legal or financial problem and 
unprepared people. You see a mother losing a son, this is something immeasurable. (E1, cardiovascular 
surgery, M, 53 years)
Sometimes the human being is guilty of what they did, so, the guy who was driving completely drunk hit his 
car, it does not affect me as much as the guy who was going to work and a crazy man run over him. (E19, 
neurosurgery, M, 32 years)
The girl was run over, she was a prostitute, a crack user (...). I cried in this case, because I felt so much pity 
for the father that I couldn’t even give the news, the social worker had to give the news. He said he had 
tried to get her out of drugs and prostitution and it was the husband who forced her into prostitution. She 
was 19, and she already had 3 children. I wonder where humans will go, because it is the prototype that 
society does not care about; if she dies, she was just one more. (E5, anesthesiology, F, 32 years)
I can’t understand a child who wants to die. I’ve seen a 7-year-old child, who took medicine twice, was 
twice saved, and when he left he said, “I’ll try again, I want to die.” And then I learned that he jumped in 
front of a truck and died. Suicide in teenagers and children is shocking. (E39, pediatrics, F, 58 years)
I’ve seen an 80-year-old patient try suicide, because he had nothing left in his life, he told me “I have 
nothing, I should have died already. I don’t know what I’m doing here. I’m working overtime.” (E23, 
medical clinic, F, 57 years)
Circumstances that 
caused or mediated the 
death
The death that I take the hardest is when I think I could have done something to avoid it. (E26, medical 
clinic, M, 32 years)
Because this (death) is not the fault of the professional to whom it happens, this is inherent in the medical 
practice (...). It must be horrible, if any medication, or for some reason, the patient has a complication and 
dies under your responsibility. (E6, anesthesiology, M, 33 years)
Losing a patient at the table is the worst death, because at the table you are directly putting your hand in 
the problem. (E1, cardiovascular surgery, M, 53 years)
Doubts about the 
responsibility for the 
outcome that led to the 
death of the patient
Figure 1. Criteria that guide the definition of the “most difficult” deaths for the physician.
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bed” serves to justify the degree of investment (or not) in the care, based on chronological, 
biological, social, and functional parameters. Thus, age also becomes an argument that is both 
positive (younger persons have more chances) and negative (older persons are disregarded), 
in situations with scarce resources in public services8.
For Debert17, chronological age becomes an essential factor in the function of the modern 
Government of regulating the social body from the production of categories and hierarchization 
of populations. Several factors have led to the chronologization of life: the delimited separation 
of childhood, adolescence, adulthood, and old age can be analyzed as a response to economic 
changes – the transition from the domestic unit to the labor market. The course of modern 
life, especially the positive value attributed to youth, mirrors the Fordist logic, based on the 
economic productivity and the conditioning of the individual “to the rationalizing requirements 
of the social order.” On the other hand, the Government would be the master institution of the 
course of life, insofar as it regulates all its stages, from birth to death17. 
Therefore, underlying the criterion of age, the investment in the care is privileged according 
to the greater perspective of the functionality of the patient. Functionality is related to all 
body functions, activities, and participation; while inability is related to disability, activity 
limitation, or restriction on social participation18.
The age and functional criteria cross all the other criteria. In the perception of the interviewees, 
the care is based on the perspective of the economic productivity and the functionality of 
the individual, especially as to their adequacy to the conditions of production. This reflects 
the precepts governing the Western capitalist organization, according to that society – and, 
by extension, the health system – should invest only in potentially productive persons19. In 
health, functionality is associated with positive characteristics while inability is usually linked 
to negative aspects, depending on the social and cultural context in which they occur18.
The new contemporary model of death20 – and life – reflects the change in the perception 
of these concepts, parallel to the economic change that has taken place in society. With the 
emergence of capitalism and, consequently, a new social order, the life of persons had to 
be remodeled to the new social structure. The expansion of the industrialization process 
and the demand for a greater supply of labor in the urban environment resulted in a strong 
rural exodus. Such changes caused unhealthy housing conditions and the unavailability of 
the family to care for the sick; therefore, the patients were taken to other places of care: the 
hospitals. The migration of the dying process to the hospital has led to a redefinition of death, 
especially the ethical and moral principles that permeate the practice of physicians. Death 
Figure drawn by the authors, based on the studies of Ariès16.
Figure 2. Evolution of the expectation of death in traditional and industrial and postmodern societies.
Traditional society
Lack of sanitation infrastructure
High infant mortality rate
Common event
Death at home
Socially expected death
Industrial and postmodern society
Presence of sanitation infrastructure
Low infant mortality rate
Unusual event
Death displaced to hospital
or elderly care institutions
Socially unexpected death
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becomes medicalized, inscribed in institutional rules and routines that focus on medical 
competence and efficiency to maintain life21.
At the same time, death and those patients with no possibility of cure became hidden and 
rejected in a society that is increasingly endowed with scientific and technological progress20 
and based on values of production and consumption22. In this society, those who fail to 
participate in the work, shopping, and leisure are abandoned, marginalized, and forgotten.
Another criterion is the identification or not with the dead patient (Figure 1). This physician 
recognizes it:
“We can’t be hypocritical, I’m here in the emergency room and a patient comes in, the victim of a 
shooting, then you learn the story that he was a robber who was exchanging gunfire with the police. 
Of course as a physician the interventions are the same in any patient. Now, it’s very different if 
I’m here on duty and we have a one-year-old kid who drowned in the pool at Grandma’s house. Of 
course, they were two patients who arrived here at the hospital and died, but there are cases that 
affect you; so who is on the team and has a child at that age, they put themselves in that situation. 
You have a family that suffered a car accident, and in the accident the father and mother died 
and the child was left alone. Or a father who has lost a child, of course, we have an involvement, 
commotion, it is different. Nobody is heartless in a situation like this, but of course you have to 
exercise and work in a technical way, the situations you live can’t interfere with the decisions you 
have to make, in your clinical reasoning, this can’t happen.” (E14, general surgery, M, 47 years)
During the participant observation, we could note that the medical care and the technique 
for restoring life respect the priority dictated by the clinical and hemodynamic condition, 
regardless of who the patient is. However, there is a contradiction between the thinking and 
acting of the professional: the physician readily takes care of the patient without distinction of 
any type; however, at the same time, this professional makes value judgments that contradict 
the postulates of an impartial medical practice23. The bond, the relation, and the solidarity 
of the professional echo the social violence of the daily life of the service, depending on the 
profile of “good guy, victim, or bad gay” that the physician implies for each patient. In this 
sense, we can say that in the context of urgency and emergency, the technique and the 
physician-patient relation can be two actions of opposite meanings throughout the care23. 
Regarding the circumstances of the death (Figure 1), some are considered to be more difficult 
than others, as these professionals point out: 
“I always joke that I don’t like to be on duty here during the holidays, because it is the time that 
families travel, take the road, and there will always be a family tragedy, mother, father, children 
involved in some kind of more serious accident.” (E11, general surgery, M, 39 years) 
“Nature already defines that the older adult has to die first (...). Also, we get kids here who are 
totally healthy. (...) It is an aggression for us, it is the interruption of a life that still had a great 
potential.” (E3, anesthesiology, F, 42 years)
In the universe researched, except for older adults, the death of children, parents, young 
persons, and pregnant women are considered as “premature or unfair”. For physicians, the 
death of children or young persons is an abrupt interruption of the becoming, which refers 
to the full potential of realizing achievements in the future1. This physician emphasizes the 
consequences of these abrupt deaths:
“Abrupt death, violent death, traffic, murder, robbery (...), they leave very dramatic sequelae for 
those who stay.” (E31, medical clinic, M, 58 years)
As for violence-related deaths, this is a Brazilian public health problem24, because, in a vicious 
cycle, it is at the origin of the trauma – understood as any and every injury to the body, caused 
by an external action, of physical or chemical origin (Field Notes, 2013) – and at the obligation of 
the victim to handle possible sequelae that do not let him or her forget the cause of the suffering.
In the perception of the physician, death by suicide acquires distinct meanings depending on 
the stage of life of the patient. In childhood and youth, someone who wants to take their on 
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life generates a sense of guilt at the impotence of the professional in addressing the suffering 
that he or she supposes that the person experiences. In the suicide of older adults, the lack 
of social bonds, hopelessness, and emotional distress25 that the professional attributes to old 
age make the act justifiable to some degree. We highlight the underreporting of the cases of 
suicide in this age group: in older adults, death is expected and many self-exterminations 
are attested as if they were accidents or deaths from natural causes26. 
For the professionals interviewed, the older adult already experiences, in a way, a death in life (Field 
Notes, 2013), which is translated into a social death – that which occurs before the biological 
death and implies the loss of social roles with political and economic repercussions, as well as 
repercussions in health care and medicalization of life27. This condition is extended to all patients 
emically considered to have “chronic sequelae”: victims of trauma or clinical disease, resulting in 
chronic sequelae. These persons experience a continuous dependence on human help and on 
devices, in addition to social isolation and lack of possibility of interaction with the environment.
As shown in Figure 1, a death is considered difficult when the professional has doubts about 
his or her responsibility in the outcome. This professional explains it:
“Eventually, we come to the conclusion that something could have been done here (...). Not that 
we were late from sloppiness, malpractice, or negligence. In trauma, you have to think and act fast, 
and sometimes we can’t define (the conduct) at that moment (...). Sometimes a conduct, taken 
two minutes later, makes a difference.” (E11, general surgery, M, 39 years)
Today, the progress of medicine allows the cure and treatment of numerous diseases, but 
deaths that professionals believe could be prevented or less painful are still present.
For every professional, regardless of the medical specialty and the time working in it, the 
worst death is the one that he or she has to handle. This shows the impact of the death of a 
patient on their lives23, in view of their reaction to the consciousness of finitude, from the very 
human condition. Now, death does not choose the moment, the type, or who it will take – 
children, young, old, poor and rich, whites and blacks, and in different ways, natural, violent, 
accidental, premature –, delegating to the physician a different reflection for each case3.
The analytical scheme of Figure 3 shows how physicians define death and how they justify 
it, according to the different aspects involved.
In the medical practice of emergency care, even if the universal access for citizens is sought, 
health systems, whether in developed or developing countries, have resource constraints, which 
should be considered in the formulation of rational decisions on therapeutic interventions6. 
a Unfair: only in cases in which the patient is considered a “victim” of the trauma or illness. 
b Acceptable: because the survival of a severely disabled older adult is understood as a burden. 
Figure 3. Death as an outcome of the care in the different stages of life.
Child
Biological death
Social/functional
death (severe sequelae
that incapacitates
the social life)
Premature
(because of the
young age)
and
Unfair 
Interruption of the
“becoming” – a
potential that had no
chance of occurring.
Premature
(because of
the young age)
Unfaira
Abrupt interruption of
already consolidated
ties: marriage,
children, family
provider, etc.
Expected and
acceptable (because
of the age)
Acceptableb
“Besides being old,
he has sequelae”.
Young person Older adult
Criteria: age or functional, identification or not with the patient, circumstances of the
death, medical questioning as to the responsibility in the death process.
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For Menezes28, the physician is responsible for decisions based on technical, social, and moral 
perspectives that have direct impacts on individuals (professionals and patients), institutions, 
and the community8. Another study6 states that the medical decision-making is summarily 
based on two types of judgment: the scientific and the social value. The first one is necessary 
to interpret science: how reliable is the effectiveness of a certain conduct? Are the results 
generalizable to the population in which the intervention could be used? While the second one 
is related to social sciences rather than to clinical sciences, and it proposes questions such as 
how can the life of children be considered more valuable than the life of their grandparents?6
There are no simple answers. Inserted in a specific professional field, which must on the one 
hand ensure life and on the other hand ethically react to the death of the patients, what we 
can perceive is a circular link between the condition of medical professional and subject29. 
The thinking about the difficulties of the medical practice in view of death refers to the 
concept of total social fact proposed by Mauss30, which refers to the transversal understanding 
of different spheres of social life (psychological, physiological, cultural, historical, among 
others). We highlight that this totality in which social phenomena are inserted can only be 
apprehended in the life experience of the individual30.
Although this ethnographic analysis covered a myriad of types of death, we could not cover 
all the complexity that the phenomenon of death brings to physicians who work on time 
constraint, under strong personal, professional, and institutional pressure. 
FINAL CONSIDERATIONS
In emergency care, the involvement of the physicians interviewed varies according to 
the context of the death. The subjective position of the professionals – mediated by their 
perceptions and actions – is marked according to the moment of the course of life experienced 
by the patient. In this compartmentalized life cycle – child, young/adult, and older adult 
–, the medical care (and its outcome) is guided (and justified) in relation to the criterion of 
age and the potential functionality of the patient. 
The result of the analysis shows that there are no easy deaths for physicians. They can be 
more or less difficult, depending on different criteria that permeate the medical care in an 
emergency unit, and they reveal different social, ethical, and moral issues. 
Future research is needed to understand how physicians who work in other contexts and 
together with other types of death handle this phenomenon. 
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